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A, BUILDING 01 - MAIN BUILDING M1
B, WING
TN2g04 071241212
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
LIFE CARE CENTER OF GREENEVILLE oA STREET rraa
X9 | SUMMARY STATEMENT OF DEFIGIENCIES i D PROVIDER'S PLAN OF GORRECTIGN L)
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TAG =  REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE

1
N 002 1200-8-6 No Deficiencies

During the Life Safety portion of the survey
conducted on July 24, 2012, no licensure
deficiencies were cited under chapter 1200-8-5,
Standards for Nurging Homes,
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